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Thomas S. Huber, MD, PhD, Gainesville, FlaRECOGNITION AND THANKS
It has been an overwhelming pleasure to serve as the
thirty-eighth President of the Southern Association for
Vascular Surgery. The honor ranks among the top of my
professional achievements, and I thank the membership
for the responsibility and the collective conﬁdence
entrusted to me. The Southern Association for Vascular
Surgery is my favorite organization and I remain thankful
for the commitment of the membership and their overall
collegiality. The universal response of the membership
when asked to assume yet another professional responsibil-
ity for the beneﬁt of the organization has always been a
resounding “yes, happy to help in any way, thanks for
asking.” I am particularly indebted to Dr Eric Endean,
our current Secretary-Treasurer, who remains the heart
and soul of our organization, and I would like to formally
thank his two immediate predecessors, Drs Kimberly
Hansen and Spence Taylor, who helped guide the organi-
zation over the past decade.
I have enjoyed a successful and remarkably gratifying
professional career, largely as a result of my mentors and
colleagues. I would like to thank my mentors at the
University of Michigan, including Drs Greenﬁeld, Stanley,
Zelenock, Wakeﬁeld, and Messina. I had the incredible op-
portunity to train under a group of individuals who helped
shape vascular surgical care, and my association with the
University has helped foster my career at every level. I
would like to thank my mentors at the University of Florida,
Drs James Seeger and Timothy Flynn. Jim was a technically
gifted surgeon and wonderful academician who did things
for the “right reasons” based on the evidence in thethe Division of Vascular Surgery and Endovascular Therapy, Depart-
ent of Surgery, University of Florida College of Medicine.
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2literature. He established a strong Division while allowing
the junior faculty to achieve their academic goals and
ﬂourish. Tim remains a trusted colleague, a dear friend,
and a wonderful resource for my clinical, professional, and
personal challenges. Indeed, it seems that hardly a day
goes by that I don’t tell the trainees “Dr Seeger this.”
or “Dr Flynn that.” I would like to thank all of my current
and past partners at the University of Florida. Dr Seeger
established a group practice model in which the Division
was stronger than the sum of the parts. This has resulted
in a great working environment, and I have always joked
that our group has been so successful because “everyone
does more than their fair share.” Last, I would like to thank
a generation of Vascular Fellows that have trained at the
University of Florida. Collectively, they have all been
wonderful physician-surgeons, tirelessly committed to pa-
tient care. They have all gone off to be among the ﬁnest
vascular surgeons in their respective communities or prac-
tice settings and have reﬂected very well on the training
program.
DISCLOSURES
I have no ﬁnancial conﬂicts regarding the content of
my presentation but must confess that I am not an expert
in the “work-life balance,” and I am sure that my current
partners and family can attest to my deﬁciencies. They
have all chuckled when I shared the topic of my Presiden-
tial Address and stated that I really needed to establish a
better balance before I could honestly give this talk.
Indeed, a few weeks back, I came to work and one of my
partners asked about my weekend. I responded that I
had a good weekend but worked all day on both Saturday
and Sunday on my work-life balance talk, clearly missing
the point of my own address.
WORK-LIFE BALANCE CRISIS–PERSONAL AND
PROFESSIONAL
I have had an easy time identifying the topic for my
Presidential Address because it is an issue that I have strug-
gled with over the past several years, particularly since
Dr Seeger’s passing and my transition to the Division
Chief. I think that the biggest challenge of the talk has
been the actual introduction and establishing the relevance
or framing the issue.
When I completed my training in 1994, I sat down and
made a detailed list of my academic and personal priorities
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starting work at 7 AM, leaving work at 6 PM, working a
half-day on Saturday, and then spending the balance of
my noncall weekends with my family. Not long after I
started in Gainesville, one of my partners left and I transi-
tioned across the street from the Veterans Affairs hospital
to the university hospital. Not surprisingly, the clinical
workload increased, and my day got a little bit longer. As
I marched through the academic ranks and assumed
more responsibilities, the demands on my time increased
and the academic mission was relegated primarily to
evenings and weekends. Sometime in the early part of the
century, I found myself way behind on a chapter for the
Greenﬁeld textbook, and I started working on Saturday
afternoons to catch up. Thereafter, most Saturdays I would
sit at the island in our kitchen and work on my laptop,
trying to keep up or at least not fall too far behind on
my outstanding responsibilities. Indeed, my youngest child
likes to imitate me by putting on my glasses, sitting at the
island, and pretending to type. When Dr Seeger passed
away and one of my other former partners left, our group
went from a total of seven surgeons to ﬁve. The collective
response of the group was to bear the additional clinical
and academic burdens by simply working harder. I found
that if I came in to work at 5:30 AM, I could get some
work done before my other responsibilities started, and I
could operate into the evenings to keep up with a seem-
ingly endless list of patients. In addition, I found that I
could get up at 5:00 AM on Sundays and get some work
done before the kids got up. Before too much longer,
my Sunday morning work effort extended into Sunday af-
ternoon, and I found myself working 10 to 12 hours per
weekend day. The only good thing about my evolving
schedule was that Mondays weren’t too bad in terms of
the quantity of outstanding work if I worked all weekend.
Not surprisingly, as my work schedule expanded to ﬁll
most of my waking hours, I found that I was signiﬁcantly
less engaged with family and had largely abandoned the
outside activities that I had enjoyed. The timing of Dr
Seeger’s passing corresponded to my third child’s entering
ninth grade, and in many ways I feel that I largely missed
his high-school experience. My younger children have
remarked that I spent far more time with their oldest sib-
lings while they were growing up, and painfully I must
concede that they are likely correct, given the parallel
changes in my work demands. Similarly, I rarely found
time to golf or ﬁsh and, perhaps more worrisome, little
time to exercise and stay in shape.
During the evolution of my work life, I felt my person-
ality changing in a way that I became less tolerant and my
threshold for becoming angry was much lower. A few years
ago, I went to a leadership course at our institution and had
a personality assessment as part of the course. I learned that
my strategies for dealing with conﬂict were to be a nice guy
initially, data driven secondarily, and then to be aggressive
(ie, a jerk) as the conﬂict escalated. I found myself reaching
this last stage too frequently, oftentimes over fairly trivial or
inconsequential events, such as the preoperative permitsnot being ready or small anesthesia-related delays bringing
the patients back to the operating room. Unfortunately, I
found that I was bringing my work-related stresses home
at night, with my wife and children asking about my
“mental health” or what kind of day I had at work.
I had a difﬁcult time identifying a solution for my
expanding workload other than to simply work harder or
step down as the Division Chief and become just a clinical
surgeon. Indeed, I would often reﬂect about how soon I
could possibly retire and what nonacademic things that I
would do during my retirement. These internal challenges
were occurring despite the fact that my academic career
was moving along, our clinical practice was tremendous,
I had great partners, and the Division was excelling in all
of the academic missions. Furthermore, I was conﬂicted
by a tremendous sense of responsibility to the Division,
particularly the junior faculty members that I helped
recruit. The cost of success was steep, and I had this feeling
that I was underperforming in all areas (ie, inadequate
husband, father, surgeon, mentor, division chief) and was
at risk for a major career-meltdown that would potentially
jeopardize many of my accomplishments, both on a per-
sonal and Divisional level.
A series of events have provided some further insight
into my work-life balance struggles and precipitated a
change or at least a better understanding. During the
past academic year, we had a visiting professor in the
Department as part of our educational effort. Since he
was an old friend and co-resident, we had the opportunity
to spend some time together and catch up on old times.
During the discussion, we had a lively, engaging discussion
about one of his passions outside of the hospital. At the end
of the discussion, he asked me what I liked to do outside of
the hospital, and, sheepishly, I had to admit that what I did
was mostly work. Similarly, we were recruiting for a new
faculty member, and one of my consistent messages to
the candidates was that we have a great job but “we
work really hard.” I think that my real epiphany came
last spring during the time when I was preparing a poten-
tially exciting proposal for the University of Florida Health
Board of Directors to build a new cardiovascular tower.
During an Executive Committee Meeting of the Depart-
ment, I got in a heated argument with our Chairman about
a trivial ﬁnancial matter (ie, the amount of money that the
Division could spend on the annual Fellowship graduation
dinner), justifying the request based on our proﬁtability
and how hard we worked in the Division. Shortly there-
after, during our monthly ChairmaneDivision Chief
meeting, I apologized for my behavior, stating that the
Division was working very hard and couldn’t do much
more, and he said that I was “burned out.” Yes, I had to
concede that I was burned out.
As I reﬂected on my own personal struggles with the
work-life balance and the concept of being burned out, it
dawned on me that my struggles are really “our” struggles
as surgeons and particularly vascular surgeons. The issues
that I have dealt with are likely no different from those
of other surgeons in academic or practice settings, and I
Table I. Number of respondents falling into low,
moderate, and high levels for the three burnout subscales
among the 759 surgeons responding to the survey by
Campbell et al2
Scale Low, No. (%) Moderate, No. (%) High, No. (%)
EE 213 (37) 181 (31) 183 (32)
DP 357 (62) 138 (24) 76 (13)
PA 24 (4) 72 (13) 452 (82)
DP, depersonalization; EE, emotional exhaustion; PA, personal
accomplishment.
Reproduced with permission from Campbell DA Jr, Sonnad SS, Eckhauser
FE, Campbell KK, Greenﬁeld LJ. Burnout among American surgeons.
Surgery 2001;130:696-702.
JOURNAL OF VASCULAR SURGERY
1074 Huber October 2014suspect that everyone has their own similar story. These
work-life-related challenges and the inherent stress associ-
ated with our profession are likely responsible for a whole
host of behavioral and health-related issues, including gen-
eral lack of civility, abusive behavior, anger management,
substance abuse, divorce, depression, and suicide. Further-
more, I suspect that we have all been touched by all of
these events as we look across our own divisions, depart-
ments, organizations, and profession.
SURGEON BURNOUT
Burnout is a psychological syndrome in response to
chronic emotion and interpersonal stressors on the job
characterized by three components: overwhelming exhaus-
tion, cynicism and detachment from the job, and inefﬁ-
ciency or lack of accomplishment.1 Alternatively, it has
been referred to as “compassion fatigue,” and this deﬁni-
tion may be more appropriate for surgeons and other
health care providers. The term originated from a 1961
novel by Graham Greene entitled A Burn-out Case, in
which a tormented and disillusioned architect withdraws
from his job and moves to the African jungle.1 Notably,
burnout is related to the context of work and is a distinctly
different form of depression that pervades all aspects of life.
The seminal paper on work-related stress and surgeon
burnout was published by Campbell et al.2 The authors
surveyed surgical residents from the University of Michigan
(n ¼ 1222) and the Midwest Surgical Society (n ¼ 484)
using the Maslach Burnout Index and an internally gener-
ated supplemental survey (overall response rate, 44%). The
Maslach Burnout Index is a proprietary, established
research tool that is composed of 22 questions. The re-
sponses are graded on a scale of 0 to 5 (ie, 0 ¼ never,
5 ¼ a few times a week), and the point totals are broken
down into levels considered high, moderate, or low using
previously validated cutoffs for the three components of
the burnout condition: emotional exhaustion, depersonal-
ization, and low personal accomplishment. As an example,
questions in the Maslach Burnout Index include “I feel
emotionally drained from my work” and “I worry that
this job is hardening me emotionally.” The responses
were analyzed by practice setting (ie, private, academic, ac-
ademic afﬁliated), and the responding surgeons were pre-
dominantly middle aged (50 6 10 years), married
(>95%) white ($95%) men with children (3 6 1) who
had been in practice for approximately 20 years. Notably,
the only differences in the demographic variables based
on practice settings were that the surgeons in practice did
more cases annually (private, 419 6 367; academic,
328 6 198) but took more vacation (private, 5 6 2 weeks;
academic, 3 6 1 weeks).
The authors reported that 32% of the respondents
scored high for emotional exhaustion, 13% scored high
for depersonalization, whereas 4% were low for personal
accomplishment (Table I). When the burnout subscales
were correlated with the demographics, the authors found
an inverse relationship between surgeon age, years in prac-
tice, and number of children but no relationship withnumber of cases or practice settings. Further analysis using
their supplemental questions and the burnout subscales
demonstrated similar ﬁndings supporting the disturbing
observation that younger surgeons found less meaning in
their work, had more difﬁculty maintaining a work-life bal-
ance, and had a harder time maintaining relationships.
The American College of Surgeons (ACS) has per-
formed a comprehensive analysis of burnout and career
satisfaction among American surgeons.3 The members of
the American College (n ¼ 24,922) were surveyed with
the Maslach Burnout Index, the Primary Care Evaluation
of Mental Disorders, and the Medical Outcomes Study
Short Form (SF-12), with the last two survey tools used
to assess for depression and mental/physical health, respec-
tively (overall response rate, 32%). The overall demo-
graphics were similar to the survey by Campbell et al2 in
terms of age (median, 51 years), gender (male, 87%),
marital status (married/partner, 90%; history of divorce,
21%), parenting (children, 88%), and duration of practice
(median, 18 years). The survey respondents worked a me-
dian of 60 hours per week with a median of 16 hours in the
operating room and two nights of call. Notably, 30% of the
respondents admitted working more than 70 hours per
week. The authors reported that 40% of the respondents
were burned out while 30% screened positive for depres-
sion and 28% and 11% scored 0.5 standard deviation below
the population norm for the mental and physical quality of
life scores, respectively (Table II). Somewhat surprisingly,
71% of the respondents were happy with their career
choice, stating that they would choose to become a physi-
cian again, although only 51% would recommend that their
children become a physician and only 36% felt that their
career choice left enough time for the family and personal
life. Multivariate analysis demonstrated that subspecialty,
young children (#21 years), incentive pay model, nonphy-
sician spouses in health care, number of call nights per
week, hours worked per week, and years in practice were
all associated with burnout, whereas physician age, chil-
dren, and $50% of time dedicated to nonpatient care
activities were all protective (Table III). Among the sur-
geon specialties, trauma surgery, otolaryngology, urology,
vascular surgery, and general surgery were associated with
a higher incidence of burnout. Notably, the “absence of
Table II. Career satisfaction, burnout depression, and
quality of life among the 7905 members of the American
College of Surgeons (ACS) who participated in the survey
study3
Median, No. (%),
or mean 6 SD
Burnout indicesa
EE
Median score 19.0
% Low score 3667 (47.2)
% Moderate score 1639 (21.1)
% High score 2464 (31.7)
DP
Median score 5.0
% Low score 4079 (52.6)
% Moderate score 1657 (21.4)
% High score 2020 (26)
PA
Median score 42.0
% High score 5056 (65.7)
% Moderate score 1656 (21.5)
% Low score 982 (12.8)
Burned outb 3083 (39.6)
Depression screen positive for
depression
2349 (30)
Quality of life
Mental QOL score 48.8 6 9.9
Percentage of surgeons with mental
QOL score .5 SD below population
norm
2124 (28.3)
Physical QOL score 53.5 6 6.7
% Surgeons with physical QOL score .5
SD below population norm
791 (10.5)
Career satisfaction
Would become physician again (career
choice)
5548 (70.5)
Would become a surgeon again
(specialty choice)
5823 (74.0)
Would you recommend your children
pursue a career as a physician/
surgeon
3462 (50.5)
Work schedule leaves enough time for
personal/family life
2856 (36.4)
DP, Depersonalization; EE, emotional exhaustion; PA, personal accom-
plishment; QOL, quality of life; SD, standard deviation.
aParticipants with high scores on the EE (score >27) and DP (score >10)
subscales or low scores on the PA subscale (score <33) are considered to
have symptoms of burnout.
bHigh score on EE and/or DP subscales (see the Methods section).
Reproduced with permission from Shanafelt TD, Balch CM, Bechamps GJ,
Russell T, Dyrbye L, Satele D, et al. Burnout and career satisfaction among
American surgeons. Ann Surg 2009;250:463-71.
Table III. Factors independently associated with
burnout on multivariate logistic analysis among the 7905
members of the American College of Surgeons (ACS)
who participated in the survey study3
Characteristic and associated factors ORa P value
Subspecialty choiceb 1.2-1.6 All <.009
Youngest child #age 21 1.54 <.001
Compensation ¼ incentive pay based
entirely on billing
1.37 <.001
Spouse works as other healthcare
professional (nurse, pharmacist, etc.)
1.23 .004
Number of nights on call per week
(each additional night)
1.05 <.001
Number of years in practice (each
additional year)
1.03 <.001
Hours worked per week (each
additional hour)
1.02 <.001
Age (each additional year older) 0.96 <.001
Has children 0.82 .006
>50% time dedicated to nonpatient
care (research, admin)
0.81 .035
OR, Odds ratio.
aOR>1 indicate increased riskofburnout;OR<1 indicate lower riskof burnout.
bTrauma (OR, 1.56); Urologic (OR, 1.48); Otolaryngology (OR, 1.34);
Vascular (OR, 1.36); General (OR, 1.17).
Reproduced with permission from Shanafelt TD, Balch CM, Bechamps GJ,
Russell T, Dyrbye L, Satele D, et al. Burnout and career satisfaction among
American surgeons. Ann Surg 2009;250:463-71.
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multivariate analysis looking at specialty choice and career
satisfaction.
The ACS survey has been further analyzed to identify
the potential predictors and sequelae of physician burnout
and career satisfaction (or dissatisfaction). These analyses
have focused on specialty choice,4 practice setting,4 hours
worked,5 call nights,5 home-work conﬂicts,6 medical er-
rors,7 malpractice,8 physician wellness,9 alcoholism,10 and
suicide ideation.11 Among the 14 surgical subspecialties,
vascular surgery ranked at or among the top (ie, the worstpossible scenario) for the various distress indices analyzed:
burnout, 44% (second); depression screen, 30% (ﬁfth);
low mental quality of life, 29% (sixth); would become a sur-
geon again, 36% (ﬁrst); would recommend that their chil-
dren not become a physician, 54% (ﬁrst).4 Balch et al5
reported that working >80 hours per week was associated
with an increased incidence of burnout (50%), a positive
depression screen (39%), medical errors within the past
3 months (11%), work-home conﬂicts (66%), and a
decreased incidence of career satisfaction. Interestingly,
two thirds of the responding surgeons, including those
who worked >80 hours per week, did not want externally
imposed limitations on their work effort. Shanafelt et al7 re-
ported that 9% of the responding surgeons committed a
clinical error within the last 3 months, with the majority
due to individual causes (rather than systems issues). The
authors reported that a positive depression screen and
burnout were the strongest predictors of a medical error
in their multivariate analysis. Dyrbye et al6 reported that
53% of the surgeons experienced a work-home conﬂict
within the last 3 weeks, whereas Oreskovich et al10 re-
ported that the incidence of alcohol abuse/dependence
was 15% (male, 14%; female, 26%) using the validated
AUDIT-C survey (Fig 1). Review of the AUDIT-C survey
and scoring system (see Fig 1 legend) illustrates that having
a drink more than four nights a week is considered misuse
for a male surgeon and abuse for a female surgeon. Perhaps
most disturbing, Shanafelt et al11 reported that the inci-
dence of suicide ideation among surgeon respondents
was 6% (ie, 1 of 15 surgeons) and that a positive screen
for depression (odds ratio [OR], 7.0), burnout (OR,
Fig 1. The AUDIT-C survey used to determine the incidence of alcohol use/abuse among American surgeons by
Oreskovich et al10 is shown. A score of $4 for men and $3 for women corresponds to problematic alcohol con-
sumption (misuse). A score of $5 for men and $4 for women indicates symptoms of abuse or dependence (abuse).
Table IV. Sequelae of surgeon burnout
Physician health
Anger management
Substance abuse
Depression
Suicide
Health maintenance
Systemic illness
Physician work force
Exit work force
Early retirement
Quality of care
Medical errors
System engagement
Malpractice
Family/social
Divorce
Failed relationships
Work-home conﬂicts
Professional satisfaction
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3 months (OR, 1.9) were the leading predictors on multi-
variate analysis. Among those surgeons experiencing sui-
cide ideation, only 26% sought professional help.
The results detailed must be interpreted with some
caution, given the “survey” nature of the study and the
response rates (Campbell et al,2 44%; ACS,3 32%), despite
the fact that the ﬁndings were remarkably similar. It is not
clear whether the subset that responded reﬂects the larger
cohort or, more speciﬁcally, whether the burned out and
depressed surgeons were more or less likely to complete
the survey. Furthermore, the cross-sectional nature of the
survey makes it impossible to determine whether there
was a true cause-effect relationship for many of the identi-
ﬁed factors. Last, there were likely multiple factors associ-
ated with being burned out that were not assessed.
An alternative, more encouraging view of the surgeon
lifestyle and career satisfaction was provided by Harms
et al12 in their analysis designed to deﬁne the natural his-
tory of general surgeons. The authors conducted personal
interviews (ie, telephone or personal) with 110 of 114
(97%) former general surgery residents (1978-2002) at
the University of Wisconsin. They reported that 74% of
the surgeons described their career satisfaction as excellent,
with only 14% describing severe job-related stress and 11%
wishing that they had more time to spend on their personal
or family life. Thirteen percent of the surgeons left clinical
practice (four involuntarily because of substance abuse
problems), whereas the overall incidence of alcohol/sub-
stance abuse was 7% with a suicide rate of <1%. Notably,
63% of the surgeons surveyed stated that they exercised
at least three times per week. Among those surgeons
$50 years of age, 50% reported a major health problem,
although 75% were compliant with routine health
screening (eg, cardiac evaluation, colonoscopy, prostate ex-
amination). The body mass index increased over time from
24.3 for those <40 years to 26.6 for those $50 years.
Despite the more favorable article by Harms et al,12
work-related stress and burnout are common amongsurgeons, and I suspect that the survey data detailed are
likely accurate. The work-related stress and burnout affect
almost all aspects of our personal and professional lives
(Table IV). On the personal side, they can affect our per-
sonal health and relationships; on the professional side,
they can affect the quality of care, our overall career satis-
faction, and the size of the physician work force. Although
the survey data fail to establish a true cause-effect relation-
ship, it strikes me that many of the individual stressors and
potential adverse outcomes are inter-related and create a
series of negative feedbacks or a “vicious circle.” For
example, work-home conﬂicts and relationship struggles
can lead to surgeon burnout or depression that can then
lead to additional personal issues and dysfunction at work
with the potential for medical errors and malpractice,
thus creating a seemingly endless downhill spiral.
PSYCHOLOGY OF BURNOUT
The individual cycle leading to the development of
burnout has been broken down into a series of 12 steps
Table V. Individual cycle leading to burnout
Compulsion to prove oneself
Working harder
Neglecting personal needs
Displacement of conﬂict
Revision of values
Deny emerging problems
Withdrawal
Obvious behavioral changes
Depersonalization
Inner emptiness
Depression
Burnout
Table VI. Work environment and burnout
Workload
Control
Reward
Community
Fairness
Values
JOURNAL OF VASCULAR SURGERY
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and individuals can demonstrate features consistent with
many of the steps simultaneously. Brieﬂy, there is an initial
compulsion to prove oneself that leads individuals to
worker hard and neglect their personal needs. During
this process, individuals begin to realize that something
isn’t quite right in terms of their personal/professional
life but can’t seem to recognize the conﬂict. As they
continue to focus on their jobs, they revise their value sys-
tem such that work (eg, patient care) is of paramount
importance to the exclusion of other outside activities
and the source of their self-esteem. They become intolerant
and cynical toward their colleagues who don’t share their
work commitment (eg, demean anesthesiologists because
of their shift work schedule) and can become socially with-
drawn. This can progress to further behavioral changes and
an internal sense of worthlessness. As the process continues
to deteriorate, individuals fail to see themselves or others as
valuable, leading to a further sense of emptiness that can
lead to exaggerated maladaptive behaviors and substance
abuse. This can ultimately lead to depression and the
burnout syndrome, both stages with a potential for suicide.
The work environment has been shown to lead to the
development of burnout due to mismatches between indi-
viduals and their job assignment in terms of the compo-
nents listed (Table VI).1 The workload component is the
most obvious and correlates with the emotional exhaustion
component of burnout. It usually refers to an excessive
quantity of work, although it can also be due to a mismatch
between the job description and the skill set of the pro-
vider, with this mismatch being particularly draining from
an emotional standpoint. The control (or autonomy)
component refers to having the necessary resources and au-
thority to complete any assigned task in an efﬁcient manner
and is related to the personal accomplishment component
of burnout. The reward component usually refers to ﬁnan-
cial compensation, although it is important to emphasize
that rewards are not only ﬁnancial and can be external in
terms of recognition for a job well done or intrinsic in
terms of a personal sense of accomplishment. Inadequate
rewards devalue both the work and the worker. The com-
munity component refers to the sense of connection with
others in the workplace. Humans are inherently social
and thrive in environments in which the successes (andfailures) are shared with the community, and this commu-
nity reafﬁrms our values. However, unresolved personal
conﬂicts within the work environment can be particularly
destructive. Fairness is critical to the sense of community
and communicates a sense of respect, reafﬁrming our
own self-worth. Predictably, a perceived lack of fairness is
emotionally upsetting and can lead to cynicism. Last, the
values of the individual and the institution must be consis-
tent. An individual’s job expectations and assigned task
must be consistent with his or her own personal value sys-
tem. Furthermore, the institutional practice must be
consistent with its overall mission.
The components of the work environment that lead to
the development of burnout are nicely illustrated in the
ﬂow diagram (Fig 2) by Maslach et al.14 The individual de-
mands in terms of workload and personal conﬂict are com-
pounded by the lack of resources in terms of a social
network and autonomy. This combination leads to exhaus-
tion, cynicism/depersonalization, and a diminished sense
of accomplishment. Predictably, this is associated with sig-
niﬁcant institutional costs in terms of commitment to the
organization, physical illness, absenteeism, and turnover.
A critical appraisal of our own work environment illus-
trates that several of these components may have the po-
tential to contribute to burnout, speciﬁcally having to do
with workload and fairness. Review of the job descriptions
and the clinical productivity of several faculty members in
our Department demonstrates a signiﬁcant workload
mismatch. Speciﬁcally, the clinical productivity and clinical
expectations in terms of relative value units (RVUs) are not
consistent with the clinical assignment and signiﬁcantly
exceed the 50th percentile level in the Medical Group
Management Association Table used in our compensation
plan for the corresponding year. This level of clinical pro-
ductivity clearly occurs at the expense of the other compo-
nents of their assignments and the academic mission.
Notably, the 50th percentile RVU value (10,416) equates
to 531 carotid endarterectomies (19.6 RVUs) or 316 aor-
tobifemoral bypasses (32.99 RVUs) in a single year. In
addition, the Department of Surgery accounts for a signif-
icant proportion of our hospital’s bottom line. Fortunately,
the institution (ie, the hospital) has been very successful
over the past several years, and a sizable portion of the
proﬁt has been shared with the College of Medicine
through a formal agreement. Unfortunately, only a very
small portion of these monies have come back to the
Department of Surgery, thereby making it difﬁcult for
the divisions and individual faculty members to move for-
ward developing their own programs, both academic and
Fig 2. A structural model for the development of burnout in the work environment is shown. Note that increased
personal demands in the absence of the necessary resources can lead to various components of burnout that are
associated with signiﬁcant institutional costs. (Reproduced with permission from Maslach C, Jackson S, Leiter M,
Schaufeli WB, Schwab RL. Maslach burnout inventory. 3rd ed. Menlo Park, CA: Mind Garden; 2010.)
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the criteria for promotion and tenure by de-emphasizing
the clinical mission. Although the new criteria are not
different from many of our peer academic institutions, it
has created a scenario in which it is difﬁcult for surgeons
with a large clinical practice to become tenured.
The role of individual factors or personality traits and
the potential to develop burnout have also been exam-
ined.1 Younger individuals seem to be more prone to
burnout, although age may be a confounder for work expe-
rience, and those individuals who experience burnout may
simply leave the work force. Individuals who are single
seem more prone to burnout, although the relationships
between both gender and educational status and burnout
are inconsistent. Individuals who are meek, have low self-
esteem, and have an external locus of control (ie, those
who attribute outcomes to events outside of their control)
are prone to burnout. In contrast, the classic type-A per-
sonality is also prone to burnout, particularly with regard
to the exhaustion component. Similarly, individuals with
high job expectations are also prone to burnout because
their expectations often lead to working harder.
BURNOUT PARADOX
The individual and personality traits that lead to burnout
suggest two apparent paradoxes in our surgical profession.
Paradox 1: the behaviors that we identify,
encourage, and reward are the most likely to result in
burnout. This is clearly illustrated in the things that we say,
albeit somewhat in jest, and in the way that we prioritize pa-
tient care. We frequently describe our trainees in a “posi-
tive” way, stating that they are “old school,” “ignore the
80-hour work week,” or are “totally committed to patientcare.” During my training, we were on call every night for
the ﬁrst 2 years, and the running joke was that “the only
problemwith every-other-night call was that youmissed half
of the good cases.” Similarly, one of my past colleagues was
fond of saying that “sleep is practice for death.” Given the
clinical scenario that you have been on call for a long busy
weekend and one of your junior partners comes looking for
help on a Monday evening for a patient with a ruptured
aneurysm or you are on vacation with your family and you
get a call from one of your better referring physicians about a
patient with limb-threatening ischemia, the acceptable
answer is always the same: “no problem, happy to help.”
Paradox 2: the personality traits that have led to a
lifetime of success lead to burnout. The “surgical per-
sonality” is the classic type-A individual, and I like to
think that we are at the top of the health care “food chain.”
Although many of our nonsurgical colleagues would
disagree with my perception, the duration and rigor of our
training are not disputable, and our individual successes are
a result of hard work, personal sacriﬁce, delayed gratiﬁca-
tion, commitment to excellence, and a goal-oriented,
competitive approach. This is echoed by the sayings
passed on by our surgical colleagues and mentors, such as
“Everything in life is a competition,” “What do big ﬁsh eat?
dlittle ﬁsh,” and “We aren’t the kind of guys that give.”
Indeed, I have often joked that Mother Nature must have
been a surgeon based on the rule of the jungle: “eat or be
eaten.” It has been part of our collective personality that if
someone is keeping score, it is incumbent on us to win.
STRESS AND THE PRACTICE OF SURGERY
I would contend that it is a universal truth that the
practice of surgery is inherently stressful. The source of this
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can span every component of our professional lives
including clinical care, academic advancement, practice
management, education, and administration. Indeed, the
nature of our clinical practice in vascular surgery is that
we do major operations (often prophylactic, as in the case
of intact aneurysms and carotid artery occlusive disease)
on critically ill patients with limited life expectancies. In
my professional life, the things that I ﬁnd most stressful
are the sensation of losing control in the operating room
when a patient is doing poorly, my own postoperative com-
plications, excessive clinical wait times, and the sensation
that I am overcommitted to (and thus underperforming
on) many of my various professional responsibilities.
ENGAGEMENT
The outstanding challenge is to structure our work
environment in terms of energy, involvement, and efﬁciency
or the antithesis of the components of burnout (ie, energy vs
exhaustion, involvement vs depersonalization, efﬁciency vs
inefﬁciency). Although this may be easier said than done,
given the inherent stresses of our profession, the remedial
solutions span our professional organization, our parent in-
stitutions, and our own personal approach to our jobs.
Our profession needs to continue to recognize the
importance of physician wellness and recognize the poten-
tial for burnout. The ACS has done a wonderful job with
their survey and has clearly called attention to the stress
associated with clinical practice and the potential for
burnout while detailing many of the potential sequelae.
The resident work hour restrictions have been a positive
force in terms of improving the overall quality of life for
our trainees, and they have not affected the quality of pa-
tient care.15 I would concede that the work hour restric-
tions have both intensiﬁed the work effort while “on
task” and displaced the seemingly inﬁnite quantity of
work to other providers, oftentimes the senior or attending
physicians. However, we should be able to educate the
next generation of surgeons in an 80-hour work week,
and the service-related components of the job should be
assumed by physician extenders or other health care pro-
viders. The importance of the work-life balance needs to
be further incorporated in our deﬁnition of professional
behavior, certainly given the potential for adverse patient-
related outcomes for stressed or burned out physicians.
Notably, the Accreditation Council for Graduate Medical
Education and the American Board of Surgery have incor-
porated the Maintenance of Physical and Emotional Health
in the Professionalism Competency in their General Sur-
gery Milestone Project. In the practice domain component,
optimal behavior is described as a trainee that “promotes a
healthy work environment,” “recognizes and appropriately
addresses personal health issues in the other members of
the health care team,” and “assures that those caregivers
under his or her supervision maintain personal wellness.”
Furthermore, I was pleased to see that our own College
of Medicine Code of Ethics recited at our recent White
Coat Ceremony included the charge to “maintain theproper balance between our personal and professional
life. to better care for our patients and loved ones.”
The leadership of our parent institutions needs to help
structure the work environments to avoid burnout and
retain healthy faculty while focusing on the contributing,
individual components of workload, control, reward, com-
munity fairness, and values. One of my partners once
remarked that surgeons are like golden retrievers in that
they are very eager to please and respond well to praise.
Accordingly, creating a favorable work environment should
not be all that difﬁcult. Inherent to the institutional
commitment is providing the physicians with the necessary
resources to accomplish their clinical mission, including
the requisite number of extenders to offset the ongoing re-
ductions in the resident work force secondary to duty hour
restrictions and the changes in funding for graduate medical
education. Physician wellness should be incorporated within
the larger quality improvement mission, given the potential
adverse outcomes for stressed or burned out physicians and
the importance of physician engagement for moving the
various quality improvement agendas forward. Further-
more, it is important for institutions to establish a sense of
community based on trust and mutual respect while avoid-
ing efforts to micromanage the physicians. In our own insti-
tution, the “new” iterations of the preoperative timeout
process seem endless and serve only to disrupt the workﬂow
in the operating room and undermine the trust of the sur-
geons without really improving patient outcomes. The
value of employee wellness programs for practicing sur-
geons is not clear, and it is unlikely that most busy surgeons
would participate. However, the faculty at the University of
California, San Diego developed a suicide prevention and
depression awareness program that was well received.16
It is incumbent on those of us in division and depart-
mental leadership roles to also foster a favorable working
environment. This entails working with our junior faculty
to help them deﬁne their values and career goals while help-
ing them develop a strategy to achieve these end points. It is
important to establish reasonable job expectations, particu-
larly with regard to clinic productivity and salary, while
rewarding all of the components of the academic mission.
The clinically based incentive compensation models are
particularly problematic as highlighted by the ACS survey
because they primarily reward surgical procedures and can
foster competition among providers. These models have
been compared with smoking crack cocaine in that “the
more you get, the more you want.” It is important to lead
by example and emphasize the importance of the work-life
balance. This may require re-thinking the criteria that have
been traditionally rewarded in our discipline and identifying
rolemodels with effective work-life balances, something that
has been generally lacking during my own career. Further-
more, it may also require re-thinking the criteria that we
use to select the next generation of surgeons, potentially
identifying individuals with outside interests rather than
those who never leave the hospital. Last, it is important
to recognize the potential for stress-related issues and
burnout, particularly in the younger faculty members, while
Table VII. Personal strategies for the work-life balance
Deﬁne personal and professional values
Select the appropriate job and specialty
Deﬁne limits
Develop strategies to respond to stress
Maintain supportive relationships
Take care of personal needsdsleep, nutrition, exercise, health
Accept your own personal limitations
Be positive and thankful
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nature to prevent the potential adverse outcomes including
medical errors, substance abuse, and suicide. Indeed, it is far
better to be proactive with “high risk” faculty members than
to attempt to salvage his or her career after a major adverse
behavioral event. In the discussion following one of the
ACS survey publications, a respected, senior surgeon
remarked that “burnout must somehow correlate with not
being successful in whatever they have chosen to do.”4
These comments are unfortunate and potentially detri-
mental because they fail to recognize the potential magni-
tude of the problem. Senior surgeons have been shown to
be less prone to burnout and therefore can serve as a
wonderful resource for more junior faculty.17
Perhaps the most important component of job engage-
ment is to accept the tenet that personal well-being, both
physical and emotional, is as important as work-related
success. Admittedly, this is somewhat difﬁcult and antithet-
ical to our collective surgical training and values. However,
it is imperative, given our work-related stresses and the po-
tential for adverse outcome. The relative contributions of
the work environment and individual/personal causes to
the development of work-related stress and burnout have
been debated, and it has been suggested that the work envi-
ronment may be more important. However, attributing
one’s personal shortcomings to an external source is not
consistent with our “surgeon personality,” and I would
contend that we are all ultimately responsible for our own
happiness. Furthermore, I would contend that it is possible
to structure our work environment to achieve these end
points. A variety of different models and strategies have
been developed to deal with work-related stress and achieve
the ultimate goals of both personal and professional happi-
ness.18-22 My own evolving strategy represents an amalgam-
ation of these other approaches and is based on the emerging
concept of “resilience” as deﬁned by the capacity to respond
to stress in a healthy way such that goals are achieved at a
minimal physical and psychological cost (Table VII).22
It is important to honestly deﬁne your own personal and
professional values and goals, then select your specialty
choice and work environment based on your priorities. I
smile when the junior medical students come to me and
state that they want to become a pediatric cardiothoracic
surgeon after completing their brief surgical rotation.
Although possible, it is a daunting, rigorous career path
with a consuming lifestyle that is difﬁcult to describe. Simi-
larly, it is important to set limits on the various components
of your job, including patient care and the academic
mission. This requires admitting or conceding that it is sim-
ply not possible to do everything and saying “no” at times. I
suspect that we all suffer from saying “yes” too often when
asked to assume another responsibility, and it is important
to remember that saying “no” may allow you to say “yes”
to something else. Setting limits on work does not mean
compromising patient care, although it does require struc-
turing the clinical care delivery system with the appropriate
coverage and backup. Admittedly, “working less” often
translates into “getting less done,” although it may bepossible to “work less and get more done,” given the proper
engagement. Notably, some alternative and part-time prac-
tice models have been shown to result in greater work con-
trol, higher satisfaction, and less burnout.23
It is important that we take good care of ourselves in
terms of developing strategies to deal with stress, maintain-
ing personal relationships, taking care of our own physical
needs (eg, exercise, nutrition, sleep, health), and accepting
our own limitations. There are an unlimited number of
strategies to reduce stress, including exercise, volunteer
work, religious activities, and social organizations, among
others. Indeed, the activity itself is likely not all that impor-
tant, provided it achieves the ultimate objective of reducing
stress. Sargent et al24 surveyed the spouses and signiﬁcant
others of orthopedic surgeons about burnout and identi-
ﬁed spouses working outside the home, a gratifying sex
life, and spending more than 90 minutes a day with your
spouse as multivariate predictors of a happy relationship
while emphasizing that burnout affects the whole family.
In addition, Lemaire and Wallace20 analyzed the stress-
related coping strategies of physicians and identiﬁed
“keep stress to oneself” among the predictors of emotional
exhaustion. Despite our expectations for perfect outcomes,
it is important to accept the fact that we are all fallible and
things do not always work out as planned. A nonsurgeon
physician that I know with a healthy work-life balance
once remarked that “second place is only one place behind
ﬁrst,” potentially a better philosophy than “everything in
life is a competition.” I have struggled with my own per-
sonal limitations and adverse patient outcomes but have
achieved some peace of mind knowing that I have always
tried to do the best job possible and that I have helped
far more patients than I have hurt. Indeed, the title of the
Bosk book about surgical training, Forgive and Remember,
provides a healthy, collective approach about dealing with
complications. Similarly, it is important to accept that there
are some components of our job or work environment that
cannot be changed, and it is healthier to accept these limi-
tation rather than becoming upset or frustrated.
Last, it is important to remain positive and be thankful.
We have been entrusted with an incredible responsibility by
our patients; we have incredibly satisfying challenging and
stimulating jobs; and we are rewarded well in terms of
respect, gratitude, and money. Unfortunately, most sur-
geons suffer from lack of personal insight, as illustrated
by a recent survey by Shanafelt et al25 that reported that
70% of surgeons felt that they were at or above average
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30th percentile by national averages. Joubert et al26 re-
ported that 80% of nurses admitted that they had been
verbally abused by physicians and felt that the physicians
were venting their frustration.
PROFESSIONAL SATISFACTION
Despite my work-related challenges, I feel incredibly
fortunate to have had the opportunity to practice as a
vascular surgeon. I sincerely love what I do, although I
readily concede that our jobs are stressful and that I can’t
be a vascular surgeon 24 hours a day, 7 days a week to
the exclusion of my personal life. I have had the opportu-
nity to perform meaningful work that affects the life of
others and consider the practice of vascular surgery to be
my life ministry. Indeed, a few weeks back, I saw the gen-
tleman referred to in the case scenario with the ruptured
aneurysm (ie, the ruptured aneurysm after an endovascular
aneurysm repair presenting Monday evening after my long
call weekend), and he thanked our team profusely for
saving his life. The practice of vascular surgery has been
both intellectually satisfying and technically challenging. I
have had the opportunity to be part of several dramatic im-
provements in patient care, including the endovascular rev-
olution and the advances in computed tomography-based
imaging. Furthermore, the future of our discipline and clin-
ical practice looks very bright. On a local level, the Univer-
sity of Florida Health Board of Directors has tentatively
approved our proposal for the Heart and Cardiovascular
Tower, and I have been allowed to participate in the plan-
ning process. I have had the opportunity to work with an
incredible group of committed health care professionals
and consider the sense of community among the physicians
in our Division and our larger vascular “team” within the
institution to be the best part of my job. I feel that I
have been incredibly well rewarded for all of my efforts. I
would deﬁnitely become a vascular surgeon again and
have encouraged all my children to become physicians. I
suspect that my work-life challenges will persist but am
hopeful that my insight and understanding will lead to a
healthier balance.
CONCLUSIONS
The practice of surgery is inherently stressful, and sur-
geons are at high risk for burnout and other stress-related
disorders, particularly younger surgeons. It is important
for the surgical leadership to recognize these inherent risks
and to mentor our junior faculty. Physician wellness should
be an integral part of the institutional quality improvement
program. Surgeons should develop personal strategies to
manage stress and maximize job engagement in terms of
energy, involvement, and efﬁciency.
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